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 The Hippocratic Oath speaks of good doc-
tors being “respected by all men in all times”. Unfor-
tunately, the days of Hippocrates are long over, and 
so too are the golden days when a doctor’s profes-
sional judgment was well-respected and deemed 
to be unquestionable. Malpractice litigation is ubiq-
uitous in modern day medical practice. In America 
alone, there are more than 17 malpractice claims 
per year for every 100 full-time practicing physi-
cians ( ). This trend is also emerging in Asian coun-
tries, such as in Singapore where there was a 90% 
increase in malpractice claims in 2010 as com-
pared to 2006 ( ). The increasing risk of malprac-
tice liability and fear of devastating economic and 
professional ramifications have led more doctors 
to practice defensive medicine as a pre-emptive 
measure. Defensive medicine, broadly defined as 
medical practices undertaken primarily due to con-
cern about malpractice liability, may be manifested 
as assurance behaviors which have marginal add-
ed value, such as the ordering of additional tests 
or overprescribing of unnecessary medicines; or 
as avoidance behaviors, whereby a doctor avoids 
high-risk patients and procedures ( ).
 A staggering 83% to 93% of doctors sur-
veyed have admitted to practicing defensively 
(3- ). The pervasiveness of this phenomenon has 
impacted different stakeholders in various ways. 
Ostensibly, from the patients’ viewpoint, defensive 
medicine acts positively as a deterrent against 
poor-quality care, and helps to reduce tolerance 
for medical ambiguity. However, a more detailed 
analysis reveals many negative repercussions of 

defensive medicine on healthcare quality. Firstly, 
patients experience reduced access to care. For 
instance, while practicing defensively, some family 
physicians in Florida, Mississippi, Texas and Penn-
sylvania have stopped offering obstetrics services ( 
). Secondly, while defensive practices result in pre-
cious resources being wasted on some patients, 
other patients who genuinely require care, such 
as the critically ill, are deprived of urgent atten-
tion as they contend with long lines, fully-occupied 
machines and overworked healthcare workers ( ). 
Thirdly, defensive medicine may delay the adoption 
of new medical innovations in patient treatment. A 
study found that 53% of physicians were not keen to 
implement new technologies due to conscious con-
cern over potential liability ( ). Lastly, even the ap-
parent benefits of defensive medicine can become 
detrimental. For example, doctors tend to be overly 
cautious when interpreting mammograms as failure 
to diagnose breast cancer is a common malpractice 
allegation. This leads to more false-positive results, 
which not only increase healthcare costs by 33%, 
but also cause unnecessary stress to both patient 
and doctor (1).
 Defensive practices also subject patients to 
additional risks and can worsen their clinical out-
comes.  Studies have shown that there is a sub-
stantial risk of cancer development due to radiation 
overexposure from defensive CT scan ( ). Addition-
ally, the overuse of antibiotics stemming from de-
fensive medicine could result in the emergence of a 
multi-drug resistant superbug which could threaten 
mankind’s survival ( ).
 From an economic perspective, defensive 
medicine inflates healthcare costs on many micro 
and macro levels. Doctors ordering panels of ad-
ditional or clinically-unwarranted tests ultimately 
translate into a greater financial burden for patients 
( ). In one case, a patient with a stomach ache 
was sent immediately for a US$6,500 CT scan ( ). 
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She was subsequently found to be suffering from 
a harmless ovarian cyst, which could have been 
easily detected if a US$1,400 ultrasound had been 
ordered initially based on her symptoms. Approxi-
mately 25% of annual healthcare costs in America is 
wasted on unnecessary defensive procedures (7). 
The estimated annual cost of defensive Cesarean 
Sections ranges from US$8.7 million to over US$5 
billion; and the annual cost of defensive radiologic 
procedures for young emergency room patients is 
approximately US$45 million (7, ). Collectively, an-
nual estimated defensive medicine costs in America 
range from US$50 billion to US$850 billion (7, - ).
 Ultimately, defensive medicine does not au-
gur well for the future of the medical community. It 
places a huge strain on the doctor-patient relation-
ship. 71% of doctors surveyed felt that practicing de-
fensive medicine caused them to view their patients 
in a negative light (7). Whilst practicing defensively, 
doctors also divert much of their focus to filling up 
paperwork to document their actions, which detracts 
from their time spent with patients (6). Defensive 
medicine shifts the practice of medicine from be-
ing patient-centered to being test-centered, causing 
doctors to rely on tests to rule out ailments, rather 
than focusing on the patient’s concerns. This long-
term reliance on tests for diagnosis may reduce 
the astuteness of some doctors, and 57% claim 
that defensive medicine hampers their professional 
decision-making ability (7). Another dire concern is 
that defensive medicine may deter individuals from 
entering the medical profession, thereby exacerbat-
ing the shortage of doctors in certain countries (7).
 Despite being a common practice, defen-
sive medicine should not be passively accepted as 
an inevitable component of the healthcare industry. 
Some countries have implemented traditional tort 
reforms, such as reducing the statute of limitations, 
as a means to protect doctors from litigation (13). 
Society should also focus on eliminating defensive 
medical practices through the establishment of an 
explicit legal standard of basic medical care using 
clear practice guidelines. Such a standard could be 
built upon the tenets of the Bolitho and Bolam Tests, 
where a doctor’s actions are in accordance with a 
responsible body of medical opinion and can with-
stand logical analysis and scrutiny.
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